frequently, but he did not think all present-day cases were recorded. He had seen a number of cases of laryngitis occurring in the course of scarlet fever, some of which had been severe enough to require interference. In all those, he found that the laryngitis was due to an associated infection. The BacilZu8 diphtherial, Hoffmann's bacillus, and Pfeiffer's bacillus could all cause a laryngitis severe enough to need intubation in the course of scarlet fever. It was unjustifiable to ascribe such occurrences to scarlet fever, rather than to the tetioLogical agent found responsible.
Sir JAMES DUNDAS-GRANT said that it was now a long time since he had had to deal with Ludwig's angina, and though tracheotomy averted death from asphyxia it did net avert toxsemia.
Mr. ERIC CROOK said that, from the surgical point of view, it seemed extraordinary that cedema of the larynx was not more common in scarlet fever, as the streptococcal adenitis, spreading to cervical cellulitis, was so liable to be complicated by cedema of the glottis. Oases of adenitis in scarlet fever were presumably streptococcal, and one would expect the cedema to attack the larynx more frequently than it did.
Dr. ROLLESTON, in reply to Mr. Crook, said that the only explanation was the present diminished virulence of streptococci. Thirty years ago tracheotomy for scarlet fever was much more often done. He had seen about six cases, all with a fatal result.
Inequality of the Pulses and Pupils associated with Hypertension and
Female, aged 49. History.-Has never had rheumatic fever, chorea, or scarlet fever. In 1920, diminution in left radial pulse and dilatation of left pupil were first noticed by doctor. In 1927 she was in hospital and a tentative diagnosis of aortic aneurysm was made. She now complains of increasing dyspncea, palpitation, and throbbing in Orthodiagram showing prominence of the ascending aorta and slight enlargement of the heart to the left. the right side of the neck. The fingers of the right hand go dead and white at times, and she gets cramp in legs and the right side of body.
Examination.-The left pupil is dilated. The pulse is of large volume on the right, but the left radial and brachial pulses are scarcely palpable. The right radial and brachial arteries are thickened. There is absence of pulsation of the left subclavian, but the right subclavian pulsates forcibly and a pistol-shot sensation is palpable over it. 200/40 mm. Left brachial, 100/75 mm. Above right knee, 220/70 mm. Above left knee, 160 mm. systolic.
The apex-beat is forcible and just beyond the left mid-clavicular line. The aortic second sound is loud and ringing, and there is a systolic and an aortic diastolic murmur. No signs of a collateral circulation are present, such as would suggest coarctation of the aorta.
X-ray examination.-The heart is slightly enlarged to the left. The ascending aorta is definitely dilated and pulsates abnormally, but there is no sign of aneurysm on screen examination in any position.
Electrocardiogram is physiological. Wassermann reaction, negative. The signs suggest the possibility of stenosis of the isthmus of the aorta, involving the left subclavian and left carotid orifices at the aorta.
It seems certain that there is occlusion, or at least partial occlusion, of the left subclavian at its origin at the aorta, and that this has been present for at least ten years. I exclude syphilis because of this long history and of the negative Wassermann reaction. It is nmost unlikely that syphilitic aortitis which gave rise to signs ten years ago would not have advanced more by now, and it is unusual for a patient to survive so long, once physical signs have appeared. The X-ray appearance is that of slight dilatation of the aorta such as might be found in any case of aortic incompetence or hypertension. It is possible that there is a coarctation of the aorta opposite the left subclavian, and that the occlusive process has involved the mouth of the subclavian; I have seen a pathological specimen showing subelavian occlusion with coarctation. This would account for the hypertension in the right arm and the slight dilatation of the aorta.
Dr. E. STOLKIND said that not all cases of syphilitic aortitis were shortlived; in some of his own cases the patients lived for many years.
Popliteal Aneurysm Six Months after Hunterian Operation.-HAROLD EDWARDS, M.S.
Patient, male, aged 34, cobbler. I showed this case at a meeting held six months ago,1 when the aneurysm was present. It was a large aneurysm of rapid onset; an enormous pulsating swelling behind the knee, adherent to the surrounding tissues. The femoral artery and vein were tied in Hunter's canal, and the result is a complete disappearance of the aneurysm. To-day only a small amount of thickening can be felt in the popliteal space, and the leg otherwise appears normal, except that the dorsalis pedis artery cannot be felt, and there are subjective sensations in the foot. Exomphalos.-ERIc A. CROOK, M.Ch. F. P., boy, aged 18 months. Born with a large exomphalos. This was operated on twelve hours after birth, the umbilical cord was removed by dissection and a large portion of liver was disclosed; no intestine was found in the sac. The liver was replaced in the abdominal cavity and the margins of the wide gap in the abdominal wall were sutured together by through-and-through silk-worm gut. The child made a good recovery, but is left with weakness of the abdominal wall.
Should the ventral hernia, which has been left, be operated upon, or will it correct itself ?
THE PRESIDENT said he thought that if left alone the recti would come together and be normal. He agreed that it was uncommon to find liver, instead of intestine, in the sac. The result in this case was very good.
